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MISSION STATEMENT 
To provide professional information for midwives, and to promote the recognition 
of the role of midwives, and the need for appropriate legislation so that midwives in 
Newfoundland and Labrador are publicly funded to legally provide research-based, total 
midwifery care as a choice for childbearing families in this province. 
This Newsletter includes the annual report from the President, and news from the 
President who has represented us at the Canadian Association of Midwives (CAM) meetings. 
The report of the recent CPSS meeting, and various other items of interest are included. 
A written submission was sent to the Commission on the Future of Health Care in Canada 
on behalf of the AMNL, and an acknowledgment has been received. At the ARNNL annual 
meeting held in Corner Brook at the beginning of June, the Honorable Gerald Smith, Minister of 
Health and Community Services spoke to those present. He stated that the Strategic Health Plan 
will be released at the end of the month. This outlines a more sustainable health care system that 
will have increased emphasis on health promotion and wellness. 
Thank you to those who have submitted items for this Newsletter. Items for the 
Newsletter are welcomed and those who submit are responsible for obtaining permission to 
publish in our Newsletter. The Editor does not accept this responsibility. Items for the next 
Newsletter should be received by the Editor no later than the end of May. 
If people do not receive this Newsletter it may be because their membership fees have not 
been received. A membership form is at the end of the Newsletter. 
This Newsletter is the method by which news regarding future legislation can be 
circulated. Let the Editor know what you would like to see in the Newsletter in order to prepare 
yourself for legislation, e.g. references to particular articles, specific information about areas of 
practice. What do you want to know? Tell your colleagues about this Newsletter. 
Pearl Herbert, Editor, c/o School ofNursing, 
Memorial University ofNewfoundland, St. John's, NF, AlB 3V6 (Fax: 709-777-7037) 
http://www.ucs.mun.cal--pherbert 
AMNL General Meeting, (tentatively) Tuesday, September 10, 2002, 4:00p.m. (Island time). 
Members on the Labrador Coast advise Telemedicine prior to the meeting 
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AMNL President's Report, March 2002 submitted by Ann Chaulk. 
The Association has continued to meet during the year April 2001 to March 2002 via the 
teleconference system. The Annual General Meeting was held on April 6, 2001, when there was 
a change of executive, acceptance of a Mission Statement and changes to Constitution and By-
Laws. Two general meetings were held on September 7th and January 15th. Thank you to the 
donating organizations for the teleconference time. Although these meetings keep us in touch 
with members mainly in two very different area of the Province, our main source of 
communication continues to be Pearl Herbert with her position of Publicity Committee. Pearl 
has continued to issue four Newsletters a year as well as provide current information by 
electronic mail. The web site is a valuable resource to refer inquiries for information. 
This was a shortened year for association membership as our financial year had been 
changed from April to December to come in line with the Canadian Association of Midwives' 
financial year. Membership consisted of 11 full members and 6 associate members who are 
students, unemployed or retired. Unfortunately membership has declined and it has continued to 
reflect this trend in the coming year mainly because of the fee increase. Our financial records 
have been examined for the period March 1999 to March 2001 by Martin Hattenhauer. As a 
result of this process he recommended a few changes to our methods of recording financial 
transactions. These have been implemented for the present year January to December 2002 by 
our treasurer. 
Our Association continues to be represented on the Canadian Association of Midwives 
Board with the President participating in telephone conference meetings 3 times a year and 
attending the Annual General Meeting. These meetings provide a linkage between the national 
midwifery organization and our members. On a personal level, the involvement at these meetings 
has given me a greater depth of knowledge of midwifery in the from coast to coast to coast. A 
highlight of the year was to attend the first CAM Annual General Meeting held in Toronto of 
October 3rd, 200l.This is a member driven organization and to identify Board Members we were 
placed behind our Provincial Flags. The organizer had thoughtfully placed both the 
Newfoundland and Labrador Flag for our Association. Proceedings of this meeting can be 
viewed on CAM web site. Our members should feel they can attend these meetings as a fund has 
been set up to assist midwives with travel expenses. The AGM for this year is planned for early 
October in Vancouver. 
This has been an unusual year with both Provincial and National Governments setting up 
reviews of the health care system. Pearl Herbert has led submissions to the Health Care Forum in 
this province and to the Romanow Commission on Heath Care on our behalf A heartfelt thanks 
to Pearl for her time, experience and knowledge with these submi~sions. 
The Midwifery Implementation Committee completed the work and preparation for 
midwifery legislation in October 200l .It was hoped that legislation would have been presented 
during the fall session of2001 , and disappointing to members that it did not occur.A revised 
target date has been made for Fall2002. 
Thank you to the executive and members of AMNL who volunteer their time for 
association activities and to my employer and colleagues at the Labrador Health Centre for 
accommodating shift changes so that I can attend meetings for association business. 
... 
• 
Some Midwifery Happenings Around the Country (a summary from CAM notes supplied to 
Ann Chaulk). 
Alberta. Registration year ended April 31 . They were negotiating malpractice insurance 
through the same organization that insures the Manitoba midwives, and again will look to the 
Alberta government for a subsidy. There is a committee of representatives from the health 
regions, the government and midwives who are examining funding for midwifery services. It is 
currently looking at the big picture (how maternity services are funded), so nothing will be 
resolved in time for the new registration year. The number of practicing midwives is relatively 
stable despite a recent assessment process for new registrants. All midwives except those in 
Capital Health Region (Edmonton) have hospital privileges. It is expected that Capital Health 
will finally grant privileges this spring. Calgary Health Region has a Midwifery Division in the 
Department of Family Practice, and Joy West-Eklund is the Chief This position is working 
really well and is facilitating relationships amongst midwives and physicians. This May at our 
AGM, we will have some new executive elected to the Alberta Association of Midwives: Diane 
Rach will be President and there will be a new President-Elect and Treasurer. See our website 
for details: www.albertamidwives.com . 
Saskatchewan. The progression of midwifery regulation in Saskatchewan has been very 
slow. Little has been done since the dissolution of the Midwifery Implementation Working 
Group. Previous to the Fyke Commission on Health Care, discussions between the midwifery 
association and Saskatchewan Health had focused on the hiring of a provincial midwifery 
implementation coordinator, and the funding of two midwifery demonstration projects in 
Saskatchewan. Since then, the whole issue of midwifery has been put on hold, awaiting first, the 
Fyke Commission Report, then, a response by the government to that report. Both midwives and 
the consumers group "Friends of the Midwives" are very frustrated with the lack of progress 
made by Saskatchewan Health to bring midwifery to regulation. In spite of the very slow 
progress made, we continue to remind the government that we are still committed to seeing 
midwifery become a regulated, publicly funded service. The Midwives Association of 
Saskatchewan has continued to lobby the government by letter to proclaim the Midwifery Act 
and publicly fund midwifery services. Individual midwives have written to the department of 
health requesting to know what progress has been made with midwifery, and the response has 
been that they will be making some decisions around midwifery services in the near future. The 
consumers group "Friends of the Midwives", Regina Chapter, has again become active in 
promoting midwifery. The recently published results of the B.C. Homebirth Demonstration 
Project have put midwifery in the media, with articles published in the newspapers and at least 
one radio report. We have to remain optimistic that our government will eventually follow the 
lead of those provinces with funded midwifeiy. We remain hopeful that the Romanow 
Commission on Health Care will come out with a strong message to implement midwifery as a 
choice for all Canadian women. And, as the profile of CAM increases, and midwifery and 
midwives are supported at a national level, we also hope that it will have a positive impact on 
provinces like ours to get on board. 
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Manitoba. There are now 24 midwives working as salaried employees for five of the 
regional health authorities (RHAs) across the province. Our Memorandum of Understanding 
with Manitoba Health is up on June 12, 2002, so we are beginning negotiations again, this time 
with the RHAs. We remain concerned with the lack of midwives in rural and northern regions of 
the province and hope to see this addressed in this round of negotiations. In the regions where 
midwives are currently employed integration into the health care system seems to be progressing 
well. In Winnipeg, midwives, nurses, physicians and other stakeholders have written a document 
to clarify each caregiver's role at a hospital birth. There has also been cooperation with public 
health nurses in the regions to ensure that all services are provided adequately. The Bachelor of 
midwifery program at the University of Manitoba did not receive funding for the upcoming year. 
Both the College ofMidwives of Manitoba and the Midwives Association of Manitoba (MAM) 
are looking for ways to increase our chances of getting funding this year. In the meantime there 
are a few midwives who have student-driven program proposals in to the College waiting for 
approval. The College is also working on developing a PLEA process. Midwifery services 
continue to be in high demand in Manitoba and we hope with more public awareness and 
pressure on the government will help to increase the number of midwives employed in Manitoba. 
To help to increase our visibility in Manitoba, MAM now has a fully operational website at 
www.manitobamidwives.com . 
Ontario. Symposium Proceedings: The proceedings report of the June 2001 Ontario 
Symposium on the Model of Midwifery Care should be completed by the end of the first quarter 
of2002. The proceedings will detail the events of the Symposium as well as a summary of the 
survey that was undertaken of Ontario midwives in order to help guide discussions at the 
Symposium. The proceedings will be a public document and will be available for order from the 
AOM office for $20.00 per copy. 
OHIP Extended Infant Registration Program: In the Fall of2001 the Ont3:rio Ministry ofHealth 
implemented an extension to the Health Card registration program allowing midwives who 
attend home births to issue Health Card numbers to newborns at home. Previously Health Cards 
could only be obtained in hospital or directly through the Ministry of Health offices. This left 
babies born at home with an inequitable disadvantage as application via the MoH offices 
generally took about two weeks to process. Since the fall, all eligible babies born in Ontario can 
now have access to a Health Card from birth, regardless of location. 
AOM Journal: The AOM Journal published its last edition in the winter of 2001-2002 and will 
be replaced by the Canadian Journal of Midwifery Research and Practice in 2002, having 
received a grant from SSHRC. 
AOM Annual Conference: The AOM Annual Continuing Education Conference will be taking 
place on May 25 and 26, 2002, focusing on the clinical, leadership and business skills that are 
part of midwifery practice in a diversity of ways, and an Emergency Skills Workshop 
recertification will be offered. 
Coroners Inquest: The first post-regulation inquest into a case involving midwives took place in 
the Fall of 2001 . Jury recommendations were released and focused primarily on issues rel_ating to 
communication and documentation between caregivers and the continuing problems with the full 
integration of Midwifery into Ontario Hospitals. The AOM will be required to respond to a 
• 
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number of the recommendations, specifically; a study of the interaction of the various caregivers 
involved in provision of obstetrical care, the obligation to meet the requirements of the College 
with respect to documentation of consultations and transfers of care and several clinical 
recommendations regarding management of "placental failure" and post-term pregnancy. 
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At the beginning of the year there was also a Civil Court Case which centred on a client who 
received an external cephalic version (ECV) from a prelegislation midwife in 1985. The plaintiff 
claimed that the ECV precipitated an episode of bleeding that led to, or was the consequence of, 
the ECV performed by the midwife and caused her to labour preterm. The ultimate outcome was 
that the woman went to hospital and was monitored for a number of hours during which she 
continued to bleed, before a cesarean section was performed at 34 weeks. The child now has 
cerebral palsy. Each party called expert witnesses to testify regarding what the norms of practice 
were at the time: a) for midwives in prelegislation Ontario; b) for the practice ofECV in general. 
The judge found in favour of the plaintiff and awarded approximately $3 .5 million in damages. 
The case is currently being appealed. 
Hospital Relations Task Force: As part of the follow up from both the inquest and the 
Symposium last June, it was decided to establish a task force to prepare a report card on hospitals 
in the Province with midwives on staff on an annual basis. The Group is tasked with researching 
the current situation, developing an evaluation tool, preparing an annual report card, making 
recommendations on continuing education that may be helpful to AOM members. 
Quebec. Following a 6-year pilot project, midwifery in Quebec became a regulated 
profession in September of 1999. Although midwives in Quebec have only received a 1% salary 
increase since 1992, contract negotiations are nearing completion, and midwives consider 
themselves fortunate to be funded. There are provisions within the law for midwives to 
eventually be able to assist birthing women at home or in a hospital setting, but midwives are 
currently only able to practice in birthing centres. There are six birthing centres in the south, and 
two in the north. Between 40 and 50 midwives are employed in teams of 3 to 10 per birthing 
centre. In a province with about 70,000 births, over 1,000 women receive midwifery care 
annually. (This is about 1. 5%.) Two of the birthing centres (in Montreal) have consistent waiting 
lists of clients. As a result of this, although the government has not actually expanded midwifery 
services, it has funded two and a half new positions for midwives. The "Ordre des Sages 
Femmes" has submitted the regulations around home births to the governmental office who 
approves such regulations prior to them becoming law. It is hoped that the law will be passed in 
the fall of2002. There are now 46 students enrolled in the Midwifery program at the University 
of Quebec at Trois Rivieres. Thirty of them are gaining their clinical practice in the birthing 
centres, helping to keep the (ageing) midwives on their toes. The maternity centre at Inukjuak (an 
Inuit community of 1400 people) has just celebrated the one hundredth baby born there since it 
opened in 1998. In the past, these women would have left the community and their faniilies to 
have their babies. 
New Brunswick. Midwifery in New Brunswick is not yet an established profession, as 
there is neither legislation nor public funding. The Midwifery Association of New Brunswick 
(MANB) was established and registered on February 26, 2002. In meetings in March they were to 
discuss prelimint;try goals, hear the needs of women and families in the province, and hear about 
an initiative to organize a formal midwifery consumers group. 
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Nova Scotia. Essentially, legalization/implementation of midwifery remains a very low 
priority for the present (conservative) Health Ministry. The current preoccupation in health care 
planning and reform is a shift to a "population-based" approach (integrated planning to include 
different government departments, as per "new" federal policy) and primary care initiatives. 
Logically midwifery fits perfectly into primary care; but in reality the only projects that are in the 
works or even on the table involve physicians and nurses. The principal concern continues to be 
recruiting and keeping physicians in areas outside Halifax, meeting the needs of under-served 
(mostly rural) communities, and the budget. GPs are leaving the field in droves, there will soon 
be an acute shortage of practitioners to care for healthy childbearing women and babies. One of 
the main goals right now is to bring in clinical nurse practitioners, whose role apparently will 
include the provision of prenatal care. Midwifery is still officially part of the discussion, but is 
generally perceived as a non-essential luxury, an "alternative" we can (for now) manage without. 
After so many hopes were raised by the previous government's commitment to implementing of 
midwifery, and so much effort to get to that point, the current government's narrow-range focus 
has been extremely disappointing and discouraging. The Midwifery Coalition (a never-flagging 
consumers' group) continues to "keep the pot simmering" as they put it, with letters, meetings, 
and political input at every possible opportunity. The few midwives who practice here have spent 
the year re-grouping, putting their energies into their everyday midwifery work, and thinking 
hard about new strategies. It is of course quite complex to put across the message that midwives 
have something to offer that no one else can provide without implying that nurse practitioners are 
not trained for, and would do a less adequate job of, maternity care. Our thinking is moving 
toward taking our own primary care initiative and developing/proposing some sort of midwifery 
demonstration project in collaboration with the very supportive family physicians we work with. 
There is a feeling of inevitability about it all that keeps us calm and optimistic. And there is some 
sense of embarrassed discomfort in health ministry circles about the lack of midwifery in this 
province; certainly everyone is aware that midwives are a major and growing force in more 
"progressive" provinces. Midwifery's one victory this year has been formal inclusion in the 
Health Professions Registry ofNova Scotia - a somewhat curious political move given that there 
is no legal status for it. 
North West Territories. The Midwives Association of the NWT and Nunavut will be 
holding their first Annual General Meeting in June 2002 in Yellowknife. The association will be 
sending abstracts to the Health Care Commission for public hearings in lqaluit, Nunavut and 
Yellowknife, NWT. In February 2002, the Minister of Health announced publicly that the 
profession of midwives will be legalized in the Northwest Territories and that Fort Smith could 
be a possible pilot project site for a midwifery program. Fort Smith is the practice location of 
midwives. There are still the only two practicing midwives in the NWT. The recent development . 
sounds promising, however the reality is not quite as cheering: There seems to be a lot of talk 
about midwifery within the department of health and the local health facility, but actually very 
little communication with the midwives directly. The Department of Health and Social Services 
in the NWT contracted the newly formed Nik' e Niya Community Birth Centre to work on 
clinical practice guidelines for midwives, nurse practitioners and physicians. This has been the 
department's first step to officially recognize the birth centre initiative. The two midwives who 
work with the Nik' e Niya Community Birth Centre, will be completing the. set of guidelines for 
prenatal, intrapartum and postpartum care. 
• 
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The women in Fort Smith have clearly decided they prefer midwives. The private midwifery 
practice looks after 50% to 75% of all pregnant women in town. The relationship with the 
physicians and the hospital is rather chilly after an incident where one of the doctors did not 
permit one of the midwife' s clients to have her present as a support person during a non-stress-
test. The client went to the media, radio and newspapers all over the territory, about how she felt 
that her rights as a "patient" were infringed. As a result there was a meeting with the physicians 
and the hospital administration, but there is still a very long way to go locally. However, the_ 
Department ofHealth wants to get legislation through by 2003. They want to have midwives 
practicing in most communities, probably because of the shortage of nurses and physicians. 
Nunavut. Presently, there are two midwives practicing at the birthing centre in Rankin 
Inlet. No official information has been given lately from the Department of Health and Social 
Services in Nunavut about their position regarding the profession of midwives. Recruitment and 
retention of midwives, unresolved liability insurance questions for midwives, community 
birthing, and education of Inuit midwives remain hot topics in Nunavut. 
Yukon. Not much has changed in the Yukon Territory. The Almost Home Maternity 
Centre is still chugging away, attracting more and more births as well as women traveling to 
Whitehorse to birth who need a place to stay. It has also housed many women and infants in 
transition of some sort. Legislation is still the same- i.e .. no legislation- however, the newly 
appointed health minister (Sue Edelmen) has midwifery legislation at the very top of her agenda 
and would like to implement hospital privileges for midwives within 6-8 months. Unfortunately, 
there has been very little research done on the government's part regarding the pros and cons and 
potential effects on the community. Midwifery was one of her main platforms when she was a 
member of the opposition and now she is committed. She is a woman of her word! If this comes 
to pass, midwifery will fall under a "health profession's act", alongside any other practice that is 
considered "alternative". In the territory there is only one midwife in full-time practice and 
another with the potential to practice, and very little public awareness. 
May 5 International Day of the Midwife in St. John's. On Friday, May 3, the VOCM open-
line show was contacted to remind people about May 5. In the afternoon an envelope was left at 
the Confederation Building for the new Honorable Minister of Health and Community Services. 
In the envelope was a copy of the March 2002 AMNL Newsletter (which contained the letter 
about the government being committed to midwifery), a copy of the AMNL brief to the 
Romanow Commission on the Future of Health Care in Canada, and a covering letter. 
May 5 from Europe. Greetings from the European Institute of Midwifery on the International 
Day of the Midwife! The Institute has just announced its campaign to put birth and maternity 
care on the agenda oft4e Fifth World Conference of Women in 2005. Choice in childbirth 
demands that mothers' right to midwifery-based care in birth be recognised. Equity demands that 
midwives' right to fair and equal treatment with other health professionals must also be 
acknowledged. Getting birth and maternity care onto the women's rights' agenda at the United 
Nations is a major challenge. With your help, it can be done. If you would like to become 
involved, or to be kept informed of developments, please let us know. Best birth-day wishes! 
Marie O'Connor, Philomena Canning, Directors, European Institute of Midwifery. 
Canadian Perinatal Surveillance System (CPSS) Steering Committee April 19, 2002. From 
the notes of Pearl Herbert who represents Canadian Association of Midwives. 
Mission is to contribute to improve health for pregnant women, mothers and infants in_Canada 
Goals. The aim of the CPSS is to collect and analyze data on all recognized pregnancies, 
regardless of their outcome- abortion, ectopic pregnancy, stillbirth or live birth- and on health 
during the first year of life. The CPSS has established short, medium and long term goals. In the 
short and medium term, the CPSS will: 
• Continue to analyze and report on existing national perinatal health data - vital statistics, 
hospitalization databases and national surveys (e.g. National Longitudinal Survey of 
Children and Youth) - using a set of national perinatal health indicators. 
• Work collaboratively with partners to standardize definitions of perinatal health variables 
across the country, and promote the addition of key variables to existing databases. 
• Strengthen and expand surveillance in priority areas, e.g: (1) congenital anomalies and 
(2) women's knowledge, perspectives, practices and experiences in pregnancy, birth and 
parenthood. 
The long term goal of the CPSS is to establish a comprehensive national perinatal database 
through electronic transfer of data from vital event registration, hospital services and community-
based services. (For more information and copies of the CPSS reports and Fact Sheets see: 
http://www.hc-sc.gc.ca/hpb/lcdc/brch/reprod.html) · 
This April 2002 meeting commenced with the review of the minutes of the last meeting, 
which was held on Aprill1, 2001. (The October 2001 meeting had been cancelled). The CPSS 
Perinatal Report was published last year and the plan is for this to be issued every two years, and 
to have a smaller report in the other years. The committees, which had met earlier in the week, 
reported on their activities. 
Maternity Experiences Study Group, cochaired by Beverley Chalmers and Susie 
Dzakpasu, joined by members from Statistics Canada, reported that they are looking at accessing 
data, and planning for the survey to be reviewed by the National Ethics Review Board. A letter is 
being sent to provincial/territorial vital statistics officers with information about the survey. It is 
hoped that the national data will be collected between May and December. The overall sample 
size will be about 10% of those who have given birth in each province/territory, and sparsely 
populated regions will be omitted because of the cost of travel for the interviewer to obtain one 
interview. There is to be a separate survey for aboriginal people. Statistics Canada will be 
undertaking this survey. (Although tendered, it was found that there is no private company which 
can collect this type of data nationally). Hopefully, the final results will be of use to future 
researchers and comparable with results from past studies. 
Maternity Health Study Group~ cochaired by Dr. Robert Liston and I. D. Rusen, reported 
that they have looked at therapeutic abortion data, but data were not available for Ontario. The 
Canadian Institute of Health Information (Cllil) collects data but these need to be interpreted. 
The cesarean section analyses report is nearly completed. In Nova Scotia it has been found that 
much weight gain in pregnancy often results in a cesarean section. They have been studying 
vaginal birth after cesarean section (VBAC) and fetal and neonatal complications. For a maternal 
death review they found that only three provinces have a committee in place to receive such 
deaths [unlike Britain where there is the national Confidential Report of all maternal deaths]. Not 
every province reports maternal deaths to the coroner. They plan to look at maternal morbidity 
• 
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and postpartum depression (also considered as psychosocial distress), including the medications 
prescribed in the postpartum period. The next Canadian Community Health Survey, to be 
undertaken by Statistics Canada, is the mental health survey. 
Fetal and Infant Health Study Group, cochaired by Alexander Allen and Reg Sauve, 
reported that they are still working on a project to link the Indian Register to Statistics Canada. 
There is a First Nations and Inuit Fetal and Infant Health data base [but Indian people, e.g. Innu 
Nation, are not included if they do not belong to the First Nations] . There is a concern about the 
under reporting of babies with extreme low birth weight (LBW). Inuit women had a higher risk . 
ofpreterm birth and immaturity related deaths. Indian women had a lower risk ofLBW but a 
greater risk of stillbirth. Both groups had a greater risk of post neonatal death. They are 
continuing to work with the provinces to estimate the degree of under-reporting for all births. 
There is still a delay with obtaining information from Statistics Canada, who wait for all 
data to be in before any of it is released. Ontario vital statistics data still continue to be severely 
flawed and late (perhaps because this province charges for the first birth certificate). Therefore, 
Ontario data continue to be excluded when assessing national birth information. There is a 
question as to whether or not perinatal mortality is a valid concept, and whether stillbirths and 
neonatal deaths are sufficiently different. Quebec and Newfoundland and Labrador are provinces 
where birth data include the living arrangements, which could provide information on how this 
affects pregnancy outcomes. 
The article on Canadian Fetal Growth Curves had been published in Pediatrics (August 
2001). The charts are being printed and will be ready for distribution in the summer of2002. 
(They will be available to midwives). They are considering further analysis including curves for 
twins. Dr. K. S. Joseph has been studying the paradox of the parsimony of the perinatal 
phenomena of intersecting mortality of fetal deaths for singletons and multiple births (Russell 
Wilcox phenomena) and hopes to publish this paper soon. 
Canadian Working Group on Childhood Hearing (Sharon Bartholomew) was established 
in 2000 as a multidisciplinary group which includes the Fetal and Infant Health Study Group. 
They are working on a draft document and have reviewed the US statement from the Thomas 
Chalmers Centre. Professional organizations involved in newborn screening had requested a 
consistency in this procedure. The Working Group has been collecting information and found 
that there is a lack of sufficient evidence, and quality of evidence, with which to make 
recommendations for Canada. (The Canadian Working Group on Childhood Hearing fact sheet, 
obtained from http://www.hc-sc.gc.ca/hpb/lcdc/brchlreprod.html , previously circulated). 
Congenital Anomalies Surveillance Network (CCASN) (Ruth Kohut and I. D. Rusen). In 
2000 there was a national conference to look at the epidemiology of congenital anomalies. In 
2001 a coordinator was hired for the CCASN. The Committee has met twice and developed 
terms of reference, defined goals and how to implement these. The aim is to foster support to 
provincial programmes, but not to develop these programmes. They are developing a CCASN 
web site and list serve. The first annual meeting will take place in Ottawa, September 22-24, 
2002. 
There is a national study of food fortification and neural tube defects in Canada. In the US it is 
difficult to get abortion information, so as to know how many fetuses with anomalies are aborted. 
At St. Joseph's Hospital, where 70% ofbirths are to immigrant women, a study of risk factors is 
being analysed. Also, they are looking at which provinces use maternal screening and who pays 
for these. 
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Perinatal and Birth Record. The plan is for Health Canada to print and distribute this 
form. But, with staff changes this plan has been delayed. 
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Privacy of Health Information and Surveillance was the title of a presentation by Paul 
Muirhead, lawyer. Privacy is broader than confidentiality. Privacy covers society whereas 
confidentiality is between individuals. However, in a democratic country there is a need to share, 
such as the patient shares with a health care professional. Sharing with authorized users, with 
consent for the benefit of the patient, but who are authorized users, and how are these defined? 
Confidentiality is absolute for lawyers as they cannot be ordered to breach confidentiality 
(as this may prevent a client from obtaining a fair trial), whereas others, such as physicians, and 
church ministers, can be told to divulge information. Historically confidentiality may be breached 
when there is a danger to a third party, for example a patient tells a psychiatrist that he is going to 
kill a person, or a patient has a reportable disease (where is it linked to "do no harm" to others). 
There is a problem of how to define what is a benefit to society or family. The health care 
professional becomes the agent of the patient and the gate keeper for society. 
For those who share information from data gathered for research, there is the question of 
whether it is possible to "deidentify" a patient. The person' s name may not be disclosed but the 
person is still identifiable - and information is often used for a report by the local media in the 
community where the person is well known. There is also the problem of information collected 
for one purpose and then used for another purpose. Data bases are linked with other data bases, 
and data mining may occur by getting around regulations. If dissemination of data is limited for 
"potential perceived good", whose good and what about those who have to "publish or perish"? 
Is it for the good of society, or for the good of the professional, or for the good of the patient? 
Consent from a person may be required when they take part in surveillance, but is 
obtaining a consent really possible? Is it the consent of the community, is it written or verbal, 
what is a reasonable expectation and what happens if there is no consent? Birth registration is 
legally required, so this is coerced consent. A coroner' s report is available at any time to 
anybody. This is law versus ethics. Ethics are principles that allow us to make decisions about 
what is right and wrong. Law is a rule of conduct or action established by custom or by a court. A 
statue is either federal or provincial. Charter of rights and freedoms can be changed by the will of 
the country. Four provinces have a Privacy Act (and Newfoundland and Labrador is one of 
these). A remedy can be sought by a court order to put the plaintiff back into the position they 
were before the breach of confidentiality. Is privacy a right? Yes. Is confidentiality a right? Yes. 
Are there limitations? Yes, when danger to a third party or breach of privacy. 
CPSS Support for Surveillance by Regional Perinatal Programs (Catherine Royle). The 
Canadian Perinatal Programs Coalition (CPPC), formerly known as the Canadian Perinatal 
Regionalization Coalition, began in 1988 as a result of earlier meetings between people involved 
with the Nova Scotia and Alberta programmes. In 1993 BC and PEl were actively developing 
Perinatal Databases. Manitoba had some data, and Ontario had a scattered collection but never 
compared with others and not consistent. In 1993 the Minimal Canadian Data-set was created 
using ICD-9 codes and other information not available through this coding system. There was a 
need for standardized forms, and to have a common dictionary of terms. The goal being to 
collect certain well-defined data variables in a system that would be accessible to all users for 
comparative purposes, for use as surveillance of outcomes, clinical audit, research, clinical 
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management, health care policy development. In 1995 the CPSS vvas developed with the support 
ofHealth Canada to establish a national surveillance system related to the perinatal period. 
Perinatal indicators were identified and used as the analytical framework for the development of 
the system, using fewer variables. Challenges for both CPPC and CPSS are the need for standard 
definitions, validation of data, ensuring privacy and confidentiality, data collection, management 
and reporting, linking and integrating the information which is not possible in all provinces. The 
CPSS has very specific indicators, whereas the CPPC is still collecting a vast amount of data. 
The Canadian Institute ofHealth Information (Cllll) collects data but there are challenges of how 
these are coded. A meeting between CPSS and CPPC to discuss the issues was suggested. 
Cllll Validation Study (Shi Wu Wen) was discussed. There is a need for physicians and 
coders to educate each other regarding medical terminology and codes used. 
Ethics Review Board. A presentation was given to the Maternity Experiences Study 
Group members, by Glennis Lewis, scientist and lawyer, who is in charge of organizing the 
Board and ensuring that the applications for review are complete. In the past the duty to evaluate 
the ethics of proposed research by a federal government department has been contracted out. In 
February 2000 the federal government started to consider establishing an internal board in the 
office of the Chief Scientist, with the Deputy Minister approving eight board members and 
empowering the Board. The Ethics Review Board is an independent board staffed by members 
from outside the government and Professor Bernard Dickens (University of Toronto) is the 
chairperson. They are aiming for orientation of the Board in June, and to start receiving 
applications for ethical review in the Fall 2002. 
The Maternity Experiences Survey would need to apply to the Board for review of the 
Pilot Study and then for review of the National Study. There is a question of the difference 
between surveillance and research, and when does surveillance change to become research? 
Statistics Canada can address the survey issues through their Policy Committee but would like 
the Ethics Review Board to review the issues regarding a person's privacy. There was discussion 
about the first meeting of the Ethics Review Board being in September which does not leave time 
to receive feedback and make any recommended changes to the questionnaire. 
Next Meeting is tentatively being arranged for the third week in October (after Thanksgiving). 
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Women's Health Network News from: www.womenshealthinthenews.com 
Depression. Mildly depressed women aged 65+ were 60% less likely to die than other 
women, according to a Duke University study, suggesting that mild depression acts as a survival 
mechanism. [American Journal of Geriatric Psychiatry, May~June 2002] 
Fertility. Female fertility begins to decline in a woman's late 20s, not her mid-30s. 
Scientists from the National Institute of Environmental Health Sciences noted that a woman's 
fertile window remained constant at approximately 6 days, while the probability of becoming 
pregnant in an given menstrual cycle declined. [Human Reproduction, May 2002]. 
Cervical Cancer. Combining the Pap test with HPV screening every 2 years starting at age 
20 will save lives at a reasonable cost, according to researchers from Georgetown University 
Medical Center. [The Journal of the American Medical Association (2002;287:2372-2381]. 
Breastfeeding. Danish scientists reported that the longer the .duration ofbreastfeeding,. 
the higher the scores in verbal, performance, and IQ tests. Adult IQ benefits peaked for those 
breastfed for 9 months. [The Journal of the American Medical Association (2002;287:2365-
2371)] 
Heart Disease. Women over age 65 who take vitamin D supplements have 1/3.less risk of 
dying from heart disease as women who don't take the supplements, according to the University 
of California. [BBC News, April 29, 2002]. Tea consumption has been linked to lower risk of 
ischemic heart disease in women, according t.o data from the Rotterdam Study. [American 
Journal of Clinical Nutrition (2002;75:880-886)] 
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A fill of folate. Getting enough folic acid can prevent birth defects, by Cheryl La Rocque, For 
The Express [St. John' s]. 
The old saying, 'an ounce of prevention is worth a pound of cure,' may hold true when it 
comes to neural tube defects. Research indicates that taking a vitamin supplement with 0. 4 
milligrams of folic acid before conception and during the early stages of pregnancy could prevent 
birth defects. Folic acid is a form of folate, a B- vitamin, and is well absorbed in the form used in 
supplements. Health Canada, in a recent campaign, tried raising awareness of the benefits of folic 
acid. Neural tube defects include abnormalities of the spine, brain or skull that occur if part of the 
fetus (the neural tube) fails to close properly in early pregnancy. Spina bifida is the most common 
such defect. It affects 260 babies in Canada each year. 
"In Newfoundland and Labrador, we have been following the prevalence of neural tube 
defects (NTD) for over two decades," says Marian Crowley of the provincial medical genetics 
program. "And we have been involved in the prevention efforts for NTD for the past 10 years. 
"So we are delighted with Health Canada's national folic acid awareness campaign." 
Can women get enough folate just from a healthy diet - which would include folate-rich 
foods such as dark green vegetables? Catherine McCourt is the director of the Health 
Surveillance and Epidemiology Division at the Centre for Healthy Human Development at 
Health Canada. She says maintaining a nutritious diet is important, but may not be enough. "A 
regular healthy diet would only give about 0.2 mg per day of folate. And combined with the 
recent mandatory fortification of flour, cornmeal and pasta, that gives an extra 0.1 mg of folate, 
which would bring the total amount of folate consumed to approximately 0.3 mg of folate a day. 
"Taking an appropriate vitamin supplement that includes 0.4 mg of folic acid is recommended 
for all women who are planning a pregnancy and for women who could become pregnant, even if 
they are not intending to get pregnant." McCourt says recommending a supplement that includes 
folic acid and other vitamins makes sense. "Although the focus has been on folic acid, it is 
unclear from the results of research completed to date whether folic acid alone will have the 
same proven beneficial effects for these women as folic acid taken as a component of a 
multivitamin or multivitamin/multimineral supplement." That said, it is important all women 
consult with their doctor or health care provider on an appropriate vitamin supplement. 
"The right vitamin supplement for women of childbearing years is important," says McCourt. 
"Excessive amounts of certain vitamins could pose a risk. For example, too much vitamin A can 
cause birth defects." A woman with a personal or a family history of neural tube defects may 
need a higher dosage of folic acid, McCourt adds. "These women should talk with their family 
practitioner· and should be referred for genetic counseling." 
Crowley agrees and says genetic counseling will determine the risk based on family 
history. "For instance, if a woman had a previous pregnancy affected with a neural tube defect, 
she would be advised to take 10 times the recommended 0.4 mg of folic acid . . . . We would also 
discuss prenatal diagnosis options." Other women at higher ri~k include those with epilepsy, 
diabetes, low vitamin B 12, and obesity. 
· While appropriate vitamin supplements are important, McCourt cautions that women 
shouldn't depend on them to supply all the nutrients needed for a healthy baby. "Taking vitamin 
supplements does not reduce or replace the need for a healthy diet, but rather augments the diet 
as recommended in Canada's Food Guide." 
Working increases risk to pregnancy Pre-eclampsia can put mother and baby at risk 
(Wednesday, April 17, 2002, from www.bbc.co.uk) 
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Working while pregnant increases the risk of the potentially deadly condition pre-
eclampsia by nearly five times, research suggests. Pre-eclampsia can be dangerous for both 
mother and developing baby, and occurs only during pregnancy, usually during the later stages. It 
causes a pregnant woman's blood pressure to rise to very high levels. This causes complications 
such as fluid retention and can lead to the condition eclampsia, which is associated with 
dangerous convulsions. The cause of the condition is unknown, but it is closely related to 
problems with the placenta restricting blood supply to the developing foetus. 
Researchers monitored the blood pressure of933 women, in their early to late 20s, over 
24 hours while they went about their daily routines. The women were all between 18 and 24 
weeks of pregnancy with their first child. They were divided into three groups: 245 were working 
during their pregnancy; 289 were not working; and 399 were employed, but chose not to work. 
No other differences. There were no differences among the three groups in length of pregnancy, 
birthweight, or method of delivery. But the women who were working had the highest blood 
pressure readings of the three groups. They were almost five times as likely to develop pre-
eclampsia. This finding was irrespective of factors known to influence blood pressure, such as 
smoking, drinking, weight, height and age. The authors did not assess what type of work was 
particularly associated with pre-eclampsia. 
Many women develop high blood pressure during pregnancy, a condition known as 
pregnancy hypertension. But this usually poses very little risk to the mother or child, and the 
condition resolves after birth. It does not automatically predispose a pregnant woman to 
developing pre-eclampsia. The researchers say there is no obvious explanation for the link 
between pre-eclampsia and work. However, it has been suggested that the stress of work may 
increase the amount of stress hormones that circulate around the body. This affects the 
sympathetic nervous system, which then increases blood pressure levels. 
Lead researcher Professor John Higgins, of University College Cork, Ireland, warned that 
it would not be right to draw firm conclusions from the study. He told BBC News Online: 
"Working during pregnancy is now so close to being the norm that we need to be much more 
certain about the effects of maternal work on pregnancy outcome before making clinical 
recommendations that would limit women's choices. "However, we need to continue to dissect 
out possible associations between maternal work and pregnancy outcomes." 
Mike Rich, chief executive of Action on Pre-eclampsia, said that previous research had 
shown that certain types of work were associated with growth retardation in the womb. 
However, he said the current study was based on small numbers and showed that although 
women who worked were at increased risk of pre-eclampsia, neither they or their children 
ultimately came to any more harm. 
Mary Newburn, Head of Policy and Research at the National Childbirth Trust, said: 
"Many women have no choice but to work during pregnancy and very close to the time of their 
birth - often to save as much of their maternity leave as they can for after the baby has been 
born." "Wherever possible employers need to take steps to reduce the causes of stress at ·work-
ensuring pregnant women are allowed frequent breaks, a full hour at lunch and possibly flexible 
working hours to avoid them travelling during rush hour." 
The research is published in the Journal of Epidemiology and Community Health. 
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National Sentinel Caesarean Section Audit Published October 26, 2001. 
The largest and most wide-ranging survey of how women are having babies in England, 
Wales and Northern Ireland will be published today. The National Sentinel Caesarean Section 
Audit looked at what type of women were having caesarean sections and why. It also surveyed 
women's and obstetricians' views towards caesarean section. The audit was carried out in 
response to concerns over the variation in the caesarean section rates across the country and lack 
of good quality national maternity data. It was undertaken by the Clinical Effectiveness Support 
Unit (CESU) ofRoyal College of Obstetricians and Gynaecologists (RCOG) in collaqoration 
with the Royal College of Midwives, the Royal College of Anaesthetists and the National 
Childbirth Trust. The audit was funded by the Department of Health (England, Wales & 
Northern Ireland) and the National Institute for Clinical Excellence. 
The audit found that one in five (21.5%) of births in England and Wales were by 
caesarean section. This ranged from 19.3% in the North East to 24.2% in London and Wales. In 
Northern Ireland the rate was 23.9%. Caesarean section rates have increased over the last decade 
by one per cent a year in England & Wales. 
The audit showed that while in the majority of units there was one midwife per woman in 
labour, in 5% of units there was only one midwife looking after two to three women in labour. 
The majority (63%) of caesarean sections carried out in England and Wales were emergency 
procedures, 37% were done electively. In Northern Ireland 53% were emergency and 47% were 
elective. Women who have had a previous caesarean section, a breech baby or those who went 
into premature labour were more likely to have given birth by caesarean section. 
Of all caesarean sections carried out in England and Wales the main reasons for these 
were reported as: Fetal distress 22%; Failure to progress 20%; Previous caesarean section 14%; 
Breech baby 11 %; Maternal request (no medical reason) 7%. 
The audit found the vaginal birth after caesarean (VBAC) rate in England and Wales was 
33%. This ranged from 24%. in Northern Ireland to 38% in the North East. 
Almost 3,000 pregnant women were quizzed about their views on caesarean section. 
About half of respondents felt they had sufficient information about labour and common possible 
interventions. Whilst 40% said they had sufficient information about the risks and benefits of 
caesarean section, a significant number said they would like more information on the risks ( 48%) 
and benefits (43%) involved. Wom~n who attended antenatal classes were more likely to report 
they had enough information on all topics compared to those who had not attended. More than 
90% of mothers expressed a wish to have a birth that was the safest option for their baby. Their 
own safety, a desire for a quick recovery and a birth that would not impede breast feeding were 
also strong preferences. About 70% of mothers would like a birth that would reduce the chances 
of urinary incontinence. · 
Obstetricians were also surveyed. Just over half (51%) thought their unit caesarean 
section rate was too high; the average rate considered too high was 20%. The majority of 
consultants quizzed (80%) agreed that birth was a natural process that should not be interfered 
with unless necessary. 
The audit also looked at the quality of care provided to pregnant women. The 
RCOG/RCM Towards Safer Childbirth report (1999) recommends that units with more then 
I 000 deliveries per year have at least 40 hours dedicated consultant cover per week. The audit 
found that only 16% of maternity units met this target. The Royal College of Anaesthetists 
recommends that the majority of caesarean sections should be performed under regional 
anaesthesia (e.g. spinaVepidural). Ninety eight per cent of maternity units offer a regional 
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analgesia service for women in labour. Overall 77% of emergency and 9 I% of elective caesarean 
sections were performed with regional as opposed to general anaesthesia. 
The audit also found that most maternity units had dedicated obstetric theatres, met the 
minimum standard for the number of fetal heart monitors and that antibiotic prophylaxis and 
thrombo-prophylaxis were used following the majority of caesarean sections. Prof Bill Dunlop, 
the President of the RCOG said: "We know the caesarean rate has been on the increase over the 
last decade and we all need to understand the implications of this. Women, midwives and doctors 
still need more information about the chance of complications arising from this major abdominal 
surgery so that women can make informed decisions about their delivery. 
"The audit shows evidence of marked variations in rates across the country and that 
obstetricians are rightly concerned that the caesarean rate in the U.K. may be too high. "What we 
need to do is make sure that when caesarean sections are carried out they are done in appropriate 
circumstances." "The results of this audit will help inform the guideline on caesarean section by 
National Institute of Clinical Excellence, and the development of the National Service 
Framework for Children and Maternity Services." 
The audit had two phases: Phase I aimed: to determine the frequency of caesarean 
sections in all maternity units (NHS and private sector) in England, Wales and Northern Ireland 
. . . and, to assess the quality of clinical care against agreed standards, derived from published 
literature. This took place between I May 2000 and 28 February 200I . It includes information on 
I58,299 births of which there were 33,492 caesarean sections. 
Phase 2 aimed: to survey maternal views and attitudes to caesarean section, the sources of 
information women use and value when they are forming their views about how they wish to 
have their baby; and, to explore clinicians' attitudes towards, and threshold for, caesarean 
sections. This was carried out during autumn 2000 and surveyed 40 randomly selected units in 
England, Wales and Northern Ireland. It includes information on 27,615 births out of which there 
were 6, I 31 caesarean sections. 
Further details of the methodology and response rate are available in the audit report. 
The National Sentinel Audit of Caesarean Sections results were published on Friday 26 October 
2001 by RCOG Press. The report can be downloaded at: http://www.rcog.org.uk 
Also see: http://www.nctpregnancyandbabycare.com/nct-online/caesarean2.htm 
Caesareans Linked to Risk of Infertility One in three women cannot have a second baby after 
emergency operation, study claims Amelia Hill, Sunday April 21, 2002, The Observer 
Almost half of all women who give birth to their first baby by emergency Caesarean 
section do not have another child - with nearly one in three suffering long-term infertility 
problems and one in five too traumatised to go through childbirth a second time. 
In the first study of its kind, one ofBritain's most eminent obstetric experts found that 
three times more women had long-term infertility problems after undergoing a Caesarean section 
th~n those who had experienced a natural birth. It also found that six times more first-time 
mothers who had a Caesarean section suffered trauma sufficient to prevent them having another 
child, than those who gave birth normally. Caesarean birth has celebrity advocates including 
Victoria·Beckham and Liz Hurley. Obstetricians admit it has become a lifestyle choice for those 
'too posh to push'. The research paper, published in the British Journal of Obstetrics and 
Gynaecology, followed 500 women who had given birth, some naturally and some by Caesarean, 
for five years after the delivery of their first child. 'Neither the medical profession nor women 
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themselves realise the extent of the long-term problems Caesarean sections can cause,' said 
Professor James Walker, head of the academic unit of paediatric obstetrics and gynaecology at 
Leeds University and co-author of the study. 'When doctors and mothers assess the risks of 
Caesareans, they generally only think about what the risks are at that time and ignore the impact 
they might have five years down the line,' he said. 'With other health issues, people think about 
the future but when they have Caesarean sections, which carry an even greater risk of losing a 
second baby than taking hormone replacement therapy or having breast cancer, they make the 
decision without knowing or thinking about the risks.' 
Of the 165 women in the study who had a Caesarean section, 42.4 per cent did not have 
any more children- 30 per cent for reasons of infertility and 19 per cent because they could not 
bear to go through childbirth again. In contrast, just 29.1 per cent of the 148 women who 
underwent a normal birth failed to have further children. Serious injury as a result of Caesarean 
section is rare but damage can include major abdominal surgery, infections, haemorrhage, injuiy 
to other organs and anaesthesia complications. Long-term complications in subsequent 
pregnancies include the risk of a ruptured womb and placental problems that can lead to 
infertility and increased respiratory problems in the baby. 
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According to the Royal College of Obstetricians and Gynaecologists, there has been a fall 
in the number of senior obstetricians in labour wards, resulting in increased reliance on 
unsupervised junior doctors. 'Junior obstetricians simply do not know how to respond to complex 
labours except by performing Caesarean sections,' said Dr Maggie Blott, a consultant obstetrician 
at King's College Hospital, London. 'The result is too many Caesareans are taking place, too 
many of which are performed by doctors who don't necessarily have enough experience to 
guarantee their patients' safety.' Anna-Marie Bennett won damages from her local hospital last 
year after an emergency Caesarean by a junior obstetrician in 1997 left her in a coma for seven 
days. 'I did not want a Caesarean and, if there had been a senior obstetrician on hand to advise, 
the hospital has admitted I would not have been given one,' she said. Ms Bennett lost 28 units of 
blood, an ovary and a fallopian tube, and suffered such extreme internal and external scarring 
that when she became pregnant a second time and underwent another Caesarean, the doctors 
perforated-her bowel. 
The findings have, however, been dismissed by Nicholas Fisk, professor of obstetrics and 
gynaecology at London's Imperial College. 'This survey is based on unreliable statistics taken 
from a group of women who were given emergency Caesareans,' he said. 'It is certainly true that 
the rates of Caesareans are going up but that is because doctors are now allowing women to 
choose, which is to be warmly welcomed.' Over the past 20 years, the proportion of Caesareans 
has increased from 5 per cent to 21.5 per cent. This makes the UK the country with third-highest 
rate of Caesarean sections in the world. Almost half of all obstetricians questioned in a recent 
Royal College of Obstetricians and Gynaecologists survey thought the rate too high and admitted 
that many operations were unnecessary. The college was so alarmed by its findings that it called 
for a clampdown - but already in many private hospitals the proportion of women opting for 
Caesarean births is estimated to be as high as 60 per cent. The rise in rates has continued despite 
the recent deaths of Tracey Sampson, 36, and Laura Touche, 31, at the Portland Hospital in 
London. 'A Caesarean is an operation very similar in seriousness to a hysterectomy,' said Dr 
Sharon Oates, a consultant in obstetrics and gynaecology at the Royal Shrewsbury Hospital 
which, at 10.4 per cent, has the lowest rate of Caesareans in the country. 'The norm~ising of the 
operation throughout society has lulled women into a false sense of security. It's only a matter of 
time before we have a sharp increase in maternal mortality because of Caesarean sections. We 
are beginning to see it happen already.' 
Report on the Society of Obstetricians and Gynaecologists of Canada (SOGC) from the 
report by Maureen Heaman, RN, PhD, in the Spring 2002 AWHONN Canada Newsletter. 
Maureen serves as the Nursing Representative on the SOGC Council, chairs the RN 
Advisory Committee for SOGC, and acts as a liaison for A WHONN Canada. The following are 
some noteworthy items related to SOGC: 
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~ The SOGC has 288 Associate RN members, and a total membership of over 2,800 health 
care professionals. In addition to a nursing representative and a family practice physician 
representative on SOGC Council, there is now a midwife representative (Eileen Hutton 
from Toronto). 
~ Several of the SOGC Committees have a nurse member. The RN Advisory Committee 
nominates nurses for committee membership. If you are an Associate RN member of 
SOGC and are interested in serving on a committee, send Maureen a copy of your CV for 
future consideration. [Midwife Associate members should send their CV to Eileen 
Hutton.] 
~ The 58th Annual Clinical Meeting will be held in Winnipeg, Manitoba, from June 20-25, 
2002. 
~ The 59th Annual Clinical Meeting will be held in Charlottetown, Prince Edward Island, in 
June 2003. Watch for the Call for Abstracts (deadline is usually in December) and submit 
your research project for consideration for an oral or poster presentation. 
c::D SOGC clinical practice guidelines can be obtained online at www.sogc.medical.com. 
Some of the recently approved guidelines include the topics of: Hysterectomy; The 
Canadian Consensus Conference on Menopause and Osteoporosis; Hirsutism Evaluation 
and Treatment; Gestational Trophoblastic Disease; Breast Cancer, Pregnancy and 
Breastfeeding; Canadian Guidelines for Prenatal Diagnosis, Techniques o(Prenatal 
Diagnosis; Induction of Labour at Term; Fetal Health Surveillance in Labour Parts 1 and 
2 (updated from the previous guidelines). 
c::D A new obstetrical risk management program called the MORE Program will begin with 
pilot projects in Ontario. The program has been designed to support the needs of 
physicians, nurses and midwives. 
c::D A brief was presented to the Romanow Commission and is posted on the SOGC website. 
~ A nursing component is being developed for the Advances in Labour and Risk 
Management Course (ALARM). 
~ The Journal SOGC has changed its name to Journal of Obstetrics and Gynaecology 
Canada. The Journal recently was approved for indexing in Index Medicus. Consider 
submitting manuscripts on topics of interdisciplinary interest to this journal for 
consideration for publication. Instructions for Authors were published in the January 
2002 issue. · 
~ The SOGC participates in a number of initiatives related to international women's health 
care to reduce maternal mortality and morbidity, and is expanding the International 
ALARM Program. 
~ Check out the new website on contraception and sexual health, which was developed as 
part ofSOGC's Contraceptive Awareness Program www.sexualityandu.ca 
• 
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Some Questions Answered by Sara, while a Student in the Ontario Midwifery Programme 
Editor: I have some questions I would like to ask you about your studies to become a midwife. 
Congratulations on finishing your midwifery degree programme. How many years did this take? 
Sara: I did the 5-year version (at Ryerson) of the Ontario 4-year degree programme. This was 
useful so that I could continue to work for the first half of the time. 
Editor: What were the high points? 
Sara: Being accepted into the programme after applying in 3 consecutive years; my first birth in 
the programme; drawing blood for the first time; recognizing in my final year that clients 
considered me to be their midwife as much as my preceptor was; many others along the way. 
Editor: What were the low points? 
Sara: Getting sick with pneumonia in my first clinical placement and having to go off-call; 
waiting for the results of lotteries to tell me where my next placement would be; writing 
academic papers after long births and still being on-call; babies being sick. 
Editor: If you could turn the clock back would you still choose a midwifery career and enter a 
midwifery degree programme? Why? 
Sara: Absolutely. I love this work, the erratic schedule, the contact with women over the whole 
childbearing cycle, the problem-solving challenges, and the straightforward labours where 
practically all I have to do is "catch". I am glad to have been in this degree programme. I think it 
has really worked to "tum us into" midwives. It has been good preparation for practicing in the 
Ontario setting as independent practitioners. 
Editor: When, in the midwifery programme, did you start to learn and practice emergency skills? 
Sara: We started to learn by observation and osmosis in our first clinical placements. In the 
intensive before our third clinical placement, we did the AOM's Emergency Skills Workshop 
(ESW) course. This was good timing, because the academic topics related to emergency skills 
were covered during that placement, so it all began to fit together. 
Editor: How were these emergency skills taught to you? 
Sara: The ESW workshop (mentioned above) has a series of stations covering various topics via 
hands-on teaching with manikins. There is a handbook that goes with the workshop, which we 
studied and wrote an exam on. Then we were tested at the hands-on stations. In later courses, 
we were tested hands-on at "mega-stations", with combinations of a number of emergency skills 
topics all in one role-play situation. During clinical placements, preceptors worked with us on 
the emergency skills we did not initially master, until we could perform all the skills 
successfully. Of course, different students had different opportunities to practice these skills in 
real life situations! 
Editor: Now that your education programme is. finished and you will be a registered midwife, 
how often do you have to retake the ESW? 
Sara: Every 2 years, as mandated by our College [College of Ontario Midwives]. 
Editor: When, in your midwifery programme, did you first learn neonatal resus·citation? 
Sara: In the intensive before our first clinical placement. 
Editor: How was neonatal resuscitation taught to you? 
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Sara: Through the Heart and Stroke foundation's course, which includes lecture, written testing, 
practice on manikins and practical testing. 
Editor: Now that your education programme is finished and you will be a registered midwife, 
how often do you have to retake the NRP? 
Sara: Annually, as mandated by our College [College of Ontario Midwives] . 
Editor: When did you first learn about the different medications? 
Sara: In an academic course in pharmacotherapy designed specifically for midwifery students, 
before clinical placements. In our first clinical placements we began to administer drugs and do 
the learning necessary - vitamin K and erythromycin eye ointment, I .M . oxytocin. As placements 
continue, we are exposed to more situations and more drugs, which are also included in the 
academic part of each course. By the final term, we are expected to know about and be able to 
administer all the drugs in our scope of practice, both those we give on our own responsibility 
and those we give on a physician's order. Additionally, we are expected to be familiar with most 
drugs used in complicated OB or pediatric situations. 
Editor: What group( s) of drugs do you consider to be necessary for a midwife to be able to 
prescribe (e. g. analgesics, antibiotics, etc)? 
Sara: Instead, I'll tell you below what drugs we do administer. This issue is being debated and 
reviewed currently by our College, I believe. 
We can give/prescribe the following on our own responsibility: dimenhydrinate, 
diphenhydramine HCl, epinephrine HCI, Hep B Ig, Hep B vaccine, i.m. ergonovine, i.m. or i.v. 
oxytocin, intravenous fluids, lidocaine HCI with or without ephinephrine, phytonadione, RhD Ig, 
nitrous oxide, therapeutic oxygen, clotrimazole, Diclectin, erythromycin opthalmic ointment, 
hydrocortisone anorectal therapy compound, miconazole, oral ergonovine, and any drug or 
substance that can be purchased or acquired without a prescription. 
We can administer the following on a physician's order: antibiotics, epidural analgesia (infusion 
maintenance), narcotic antagonists, narcotics, i.v. infusion oxytocin, acetaminophen with 
codeine, antiemetic/sedative agents with narcotics, barbiturates, cervical ripening agents, and 
sedatives. 
The above is taken directly from the College's Regulation made under the 1991 Midwifery Act, 
on Designated Drugs. 
Editor: Did you learn about homeopathic drug? 
Sara: Somewhat. Any "alternative" remedies we came across in our clinical experience are 
meant to be incorporated in our knowledge base, so that we should be aware of most commonly 
used homeopathies, herbs and supplements used in the childbearing cycle. 
t 
Editor: Now that you have finished your beginning education, is continuing education 
mandatory? 
Sara: Yes. Our College assesses continuing education and professional development as part of 
the Quality Assurance Program. 
Editor: How do you continue learning, and do you have to report this to the College or the 
Association? 
Sara: There are many conferences, courses, etc. that can be counted as continuing education. 
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Editor: What information are you required to submit annually to the College in order to maintain 
your registration? 
Sara: I am still learning this as I go, but I need to demonstrate that I am maintaining active 
practice requirements, participating in Quality Assurance, and certified in NRP, CPR and 
emergency skills. In addition, I believe the College needs evidence that I am a member of the 
Association and have liability insurance coverage. There may be more, but as I say, I'm taking it 
as it comes. 
Editor: What are your future plans for education? 
Sara: I don't plan any major formal education in the next while (I have been in university almost 
solidly since 1991 !). I may at some point be interested in graduate work in Women's Studies or 
Midwifery. I may want to teach in a midwifery education program, and do further studies to 
reach that goal. 
Editor: What are you future plans for practising as a midwife? 
Sara: I am joining a practice for June I, here in Toronto, to do my New Registrant's year. I hope 
to have kids of my own in the next few years, so I'd like to be relatively settled in practice in 
Toronto or elsewhere in south/eastern Ontario for the next while. 
Editor: Would we see you in this province if funded midwifery was implemented? 
Sara: As for Newfoundland and Labrador, I don't see living there as an option as .long as 
independent midwifery is not really practicable. If that changes, I might well want to work there. 
To me it is extremely important to be able to work in the full scope of midwifery practice as I've 
experienced it in my education - prenatal, intrapartum and postpartum, with continuity with the 
women I work with. I would not want to work as a midwife anywhere where shifts kept my 
relationships with women from forming over time, or where my practice was narrowed to a 
specific period of childbearing or a specific venue ( eg. only hospital or only out-of-hospital). 
Editor: What is the salary scale for a midwife in Ontario and how does this compare to the salary 
scale for a registered nurse? (Starting salary, number of increments, top salary). 
Sara: As I understand it, starting compensation is ,....$52,000 for a full caseload, and there are 12 
increments based on years of experience. I believe something like ,_;$78,000 is the top 
compensation level. 
[In Ontario the money is paid to a transfer agency, e.g. Community Health, and they then pay the 
midwives, after having deducted about $20,00 for the midwifery practice. All midwives have to 
belong to a midwifery practice, consisting of two to four midwives, which is run as a business 
and so there are overheads to be paid. The number of midwives is also limited by the hospitals 
which grant hospital privileges to midwives. The Ontario provincial government pays the 
liability insurance for the midwives. Sara's figures are what the midwife actually receives as a 
gros salary. As the Editor understands it, the transfer agency makes the required deductions for 
pension, and other benefits and taxes as they would for all of their employees. ] 
Editor: Thank you for this information. 
Sara: I hope all of this interests people, and I am glad to be of help. 
The previous question and answer session was reported in the AMNL Newsletter, No. 19, 
September 2001 . 
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Midwifery Digest, 12(1 ), 8-12. [The role of the doula is to provide social support, emotional 
support, instruction and/or information, and advocacy. The doula emphasises the consistency of 
her availability to the woman in labour, and will be continuously with the woman which is in 
contrast to a good deal of modem midwifery ·care. The doula has the lack of any clinical 
responsibilities, which may not be entirely consistent with the advocacy role. The doula is able to 
ensure that her non-verbal communication is culturally appropriate, and establishes a supportive 
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management of labour which verges on the 'military efficiency'. The partograph dominates and 
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early and subjected to interventions. The hospital statistics show that 5% of primigravid women 
have achieved full dilatation of the cervix prior to admission to the maternity unit. It becomes 
apparent that the introduction of the doula is less about the provision of support to women in 
labour than about the medical manipulation of the culture of childbearing. The role of the 
midwife deserves the research attention which has been bestowed on the potential rival, the 
doula. A comparison might be drawn with the application of a sticking plaster in the event of a 
postpartum haemorrhage, compared with the midwife' s interventions.] 
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heart disease were lowered when smoking these cigarettes. Although, it is now well established 
that these cigarettes do not necessarily reduce the toxic and carcinogenic exposure of the 
smoker.] 
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• 
Conferences As this information comes from a variety of sources the editor takes no 
responsibility for any errors. 
2002 
June 17-18, 2002. Nurse Practitioner Conference, St. John's. 
Contact: Professional Development, Faculty ofMedicine, Health Sciences Centre, Memorial 
University ofNewfoundland, AlB 3V6 (Telephone: 1-888-299-0676; Fax: 777-6032; E-mail: 
pdmed@mun.ca; Web site: http://cme.med.mun.ca) 
June 23-26, 2002. "Diversity, Vision, Excellence and Commitment to Achieving Primary Health 
Care and a Quality Professional Practice Environment", CNA Annual Meeting and Biennial 
Convention, Toronto. 
Cost: After May 1: Members $550.00; Nonmembers $650.00; Students $195.00 
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Contact: Canadian Nurses Association, Convention Dept., 50 Driveway, Ontario, ON, K2P 1E2 
(Telephone: 1-800-361-8404; E-mail: corporate@cna-nurses.ca; Web site: www.cna-nurses.ca ). 
June 23-26, 2002. "Lighting the Way", AWHONN Annual Convention, Boston. 
Contact: Association ofWomen's Health, Obstetric and Neonatal Nurses, 2000 L Street, N.W., 
Suite 740, Washington, DC 20036 (Telephone: 1-800-245-0231 ext. 2425 (for Canada); Web 
Site: http://www.awhonn.org) 
July 7-10, 2002. "Our Environment Health", Canadian Public Health Association 93rd Annual 
Conference, Yellowknife. Co-sponsored by the NWT/Nunavut Branch, CPHA. Sub-themes are 
Healthy Beginnings, Globalization, Linking Environment and Health, Evolution of Health 
Governance. 
Contact: CPHA, 400-1565 Carling Avenue, Ottawa, ON, LIZ 8Rl (Fax: 613-725-9826; E-mail: 
info@cpha. ca) 
August 1-7, 2002. World Breastfeeding Week- "Healthy Mothers and Healthy Babies". 
Visit: http://www.waba.org.br 
September 23-27, 2002. "Nurturing the Future. Challenges to Breastfeeding in the 21st Century", 
World Alliance for Breastfeeding Action Global Forum 2, Arusha, Tanzania. Focus on research, 
capacity building, popular mobilisation. To rally worldwide participation in the movement to 
protect, support and promote breastfeeding and child care. To spread awareness on the rights of 
children and women to adequate food, health and care especially in developing countries. Setting 
up a Hall ofF arne and a Hall of Shame to document industry violations of the Code. 
Contact: WABA, P.O. Box 1200, 10850 Penang, Malaysia (E-mail: secr@waba.po.my; Web 
Site: http:www.waba.org.br or www.waba.org.my) 
October 1-7, 2002. Canada's Breastfeeding Week- "Healthy Mothers and Healthy Babies". 
Visit: Breastfeeding Committee for Canada at http://www.geocities.com/HotSprings/Falls/1136 
INFACT at http://www.infactcanada.ca 
November 2002. Newfoundland and Labrador Public Health Association's conference, Gander. 
Contact: Rosemarie Goodyear (rosemariegoodyear@mail.gov.nfca) 
November 1-3, 2002. "Enhancing the Birth Experience", 4th CHOICES Bi-Annual Conference, 
Toronto. Keynote speaker is Suzanne Arms, other speakers include Drs. Jack Newman, Joyce 
Barrett, and midwife Mary Sharpe. 
Contact: Childbirth Education and Doula Services (Telephone: 905-420-0223; E-mail: 
kim@birthservices. com) 
November 13-17, 2002. "Revitalizing Midwifery" including an International Midwifery 
Education Preconference Intensive, The Hague, Netherlands. 
Cost: Before August 22 $590 US/ After August 22 $620 US. 
Contact: Midwifery Today, P.O. Box 2672, Eugene, OR 97402 (Telephone 1-800-743-0974; 
Fax: 541-344-1422; E-mail: conference@midwiferytoday.com; Web site: 
http://www .midwiferytoday. com 
November 14-16, 2002. "Surviving and Thriving: Coaching Mothers, Women and Nurses 
Through Transitions", AWHONN Canada 13th National Conference, Halifax. 
Contact: Denise Sommerfeld (Telephone: 902-494-2227; E-mail: denise.sommerfeld@dal.ca ; 
Web site: http://www.awhonn.org) 
Highlights from the NLCHI Live Birth Trends, Newfoundland and Labrador 1996-2000 
28 ! 
In 2000 there were 4,886live births in Newfoundland Labrador- a decrease of3.7% from 
1999 (5,076). The crude birth rate for 2000 was 9.1 live births per 1,000 population. The Central 
Health and Community Services Board was the only region that did not see a decrease in the 
number of live births from 1999. 
Newfoundland and Labrador had the lowest crude birth rate of the Atlantic Provinces for 
each of the five years from 1994 to 1998. 
The Labrador integrated health board has maintained the highest crude birth rate in the 
province over the five year period 1996-2000. 
The St. John's Health and Community Services Board experienced the smallest 
percentage decrease in births ( 1 0. 6%) between 1996 and 2000. Grenfell Regional Health Services 
(GRHS) experienced the largest percentage decrease (30.7%). 
In 1999, the Eastern and Central health and Community Services Boards had more deaths 
than births. 
In 2000, .more babies were born in August than any other month. 
With the exception of the Eastern Health and Community Services Board, the rate of live 
births of low birth weight decreased for all community/integrated health boards from 1996-2000. 
In 1996 and 2000, GRHS reported the highest rate of live births that were above the 90th 
percentile for birth weight. 
The Eastern Health and Community Services Board had the highest rate of pre-term live 
births in 2000. GRHS had the highest rate of post-term live births in 2000. 
The General Hospital, Health Sciences Centre/Salvation Army Grace General Hospital 
reported the majority of live births in the province for 2000. 
The mean age of mothers increased for all community/integrated health boards from 1996 
to 2000. The mean age of first time mothers has also shown the same increase. From 1996 to 
2000, there was a 10.9% increase in live births to first time mothers who were 30+ years of age. 
In 2000, the majority of mothers saw a General Practitioner for pre-natal care. 
The rate of live births to teen mothers decreased for the province over the 1996-2000 
period. However, there was considerable variability among the health regions. 
(Newfoundland and Labrador Centre for Health Information. {2001, December)). 
• 
Commercialization of human 2enetics: Raisin2 many questions by Sharon Gray, MUN Gazette, April 11, 2002. 
Developments in the commercialization of human genetics are being accompanied by efforts to establish 
relevant public policy in Newfoundland and Labrador. Three public discussions on the commercialization of human 
genetics speakers, Drs. Andrew Latus, Henry Greely, Daryl Pullman, and Tim Caulfield. A public forum March 27 
focused on the situation in Newfoundland and Labrador. While genetic research has been going on in the province 
for many years, the concern now is about the introduction of so-called "mega-projects" in which the province's 
entire gene bank would be licensed similar to Iceland's deal with the company deCODE Genetics. Iceland's 
controversial move licensed the republic's entire gene bank with consent of all individuals presumed (about 10 per 
cent of the population have chosen to opt out). 
Andrew Latus, a postdoctoral fellow at Memorial, said the most controversial aspect of the Icelandic 
arrangement is the presumed consent. "In Newfoundland we're leaning to a smaller-scale provincial advisory 
agency," he said. "Thinking of DNA as private property, we would advise individual residents as to what would be 
a fair return for their participation in research." Dr. Latus and medical ethicist Daryl Pullman have been working 
with others to develop public policy about the commercialization of human genetics. Another possibility being 
looked at is a provincial licensing board that would negotiate terms with commercial research projects, ensuring 
benefits come to the province - perhaps directly to the health care system. DNA can be viewed as an individual 
possession, a natural resource, or the common heritage of humanity. "Our current thinking is it's a combination of 
all three," said Dr. Latus. "We're tentatively recommending the provincial licensing approach, using any benefits to 
improve health care and research in the province." 
In commenting on this approach, Dr. Henry Greely, University of Stanford, noted that licensing may be all 
right for a mega-project but doesn't make sense for small family studies. 
Dr. Tim Caulfield, University of Alberta, advised that more thought needs to go into the idea of DNA as 
private property. "In Canada it's only 'quasi' property. I also think you need some sort of merge between the 
licensing and advisory board ideas and you need to define the legal framework." 
In addition to participating in the public forum, Dr. Caulfield also addressed the topic of human gene 
patents in a talk March 26. "The reality is that you've always been able to get a patent on human genetic material. 
There are 25,000 DNA-based patents in the U.S. alone and 40,000 applications a year." He said concerns about 
patents include affront to human dignity, skewing the direction of university research, and promoting secrecy. 
Despite this, patents can be justified on the grounds that they stimulate innovation and compel disclosure of useful 
information as well as stimulate investment and economic growth. "We need to understand the role of patents in the 
new economy and do more research on the actual benefits and risks," said Dr. Caulfield. "Newfoundland and 
Labrador is struggling with these issues now and has the opportunity to be a leader in developing solutions." 
At a lunch-hour presentation March 27, Dr. Henry Greely spoke on ethical issues in population-wide 
human genetics research. Dr. Greely noted that there are many diseases that have some genetic connection - such as 
diabetes, schizophrenia and bi-polar disorder- but the connection is complicated. "One answer is to data mine - get 
samples from an entire population, get all health information, put the two data bases together and get a computer 
program looking for correlations which will give you leads." This strategy has two big problems, according to Dr. 
Greely. "We don't know if it will work and it's very expensive research." The other issue is that in data mining 
there is no personal interest since these bases are used to look at everything. "This shifts the subject's motivation 
and people might feel differently about participating for free." In mega-projects, the issues become consent, control, 
return of information and commercialization. Dr. Greely said each research subject has to give an informed consent 
and this is hard to do with whole populations. "My own proposal is to get positive informed consent plus a list of 
things the subject doesn't want their DNA used for. You then need a watchdog board to examine new studies and 
decide when new consent must be obtained." In terms of return of information, Dr. Greely said overall general 
results should be returned about the research. "The trickier question is the return of medically significant 
information such as genetic predisposition for certain types of cancer. It's not always easy to return such 
information but it's ethically and politically untenable not to do it." Finally, commercialization changes the 
relationship between subject and researcher. "In mega-cases it seems to me something fair should be returned to the 
appropriate group. But I would warn you against royalties because most research doesn't have a significant 
commercial value." Dr. Greely approved of the work done in Newfoundland and Labrador on issues surrounding 
the commercialization of human genetics. "I applaud your proposal for a provincial ethics board and congratulate 
you on taking the first steps to a system that protects subjects." 
/ 
For only $36 a month ... 
I'm sure we've all seen those adds on television in which they ask viewers to "sponsor a child". 
Did the cynic in you ever wonder if the producers of the show had tracked down the most 
pathetic looking child and most dilapidated village in all of Africa? Well, what I discovered 
from my recent trip to Ghana is that those producers could have had their pick of kids and 
villages, because that's the real thing. People really do live in that kind of poverty; they really do 
reside in mud-huts; and children with bellies distended from malnutrition or infection really do 
run around barefoot, dressed in dirty scraps of clothing. 
While the kids are what really struck me, the situation for mothers in Ghana is pretty desperate 
as well- and that was what took me to Ghana this past April with a team of health care 
professionals with "MaterCare International". MaterCare is an international organization whose 
goal is to improve the care of mothers and infants in regions of the world where maternal 
morbidity and mortality are at shockingly high levels; in some cases, at rates hundreds of times 
higher than in Canada. Dr. Robert Walley, a St. John's obstetrician and founder ofMaterCare, 
and Kay Matthews, a nursing-midwifery consultant for MaterCare, have travelled to Ghana and 
Nigeria numerous times to implement various research and training programmes. Knowing of 
my interest in international health, Mrs. Matthews, who is one of my thesis supervisors in the 
Master of Nursing programme at MUN, asked if I would be interested in accompanying her to 
Ghana to expand my international experience and to assist in the project. 
Thanks to funding from a number of sources, I was able to make the trip to West Africa in order 
to spend 2 lh weeks in Ghana with Mrs. Matthews, Dr. Walley, and Dr. Steve Parsons, an 
obstetrics resident from MUN. The main goals for this trip were to implement a post-partum 
haemorrhage (PPH) study, and to evaluate an ongoing project of training and equipping 
Traditional Birth Attendants (TBAs ). 
The purpose of the PPH study 
was to test the efficacy and 
feasability of using oral or 
rectal Misoprostal in place of 
IM Oxytocin to prevent PPH, a 
significant cause of maternal 
deaths in Ghana. In addition to 
the usual complications of 
implementing a research study, 
were the difficulties that arose 
from doing so in an 
environment where both the 
resources and the knowledge 
of research protocols were 
limited. 
(Kay Matthews explains the PPH research protocol to 
midwives at Holy Family Hospital) 
• 
• 
• 
The training of TBAs, who perform the majority of deliveries in the community in Ghana, is an 
on ... going MaterCare project. 
This training programme 
involves teaching TBAs safer 
delivery practices, providing 
them with the supplies they 
need to perform hygienic 
deliveries, and teaching them 
to recognize the risk factors 
and signs ofPPH and 
obstructed labour in order 
ensure timely referral to a local 
hospital. During our time in 
Ghana, Mrs. Matthews and I 
travelled throughout the study 
area to meet with TBAs to 
evaluate their training, and to 
review hospital and community 
health centre records 
to evaluate the impact 
of their training. 
(Shannon Muir meets with one village TBA 
and examines her "delivery kit") 
While MaterCare's mandate is to improve maternal health, my background in pediatric nursing 
made me very aware of the child health i.ssues in Ghana. Clearly the MaterCare project makes an 
impact on child survival by improving delivery outcomes, but the extent of malnutrition and 
disease in the post-neonatal period was striking. 
My experiences in Ghana have increased my desire to make an impact on child survival in the 
developing world, whether it be through my nursing practice, the focus of my research, or 
through encouraging others to give of their time, money, or expertise to improve the state of 
maternal and child health. I'm probably starting to sound like a World Vision add myself, but 
seeing the hardships of mothers and babies in a country like Ghana has made me very aware of 
how blessed we are in Canada, and has motivated me to have an impact on child health in the 
developing world through my career in nursing. 
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PRESS RELEASE 
Breastfeeding.· Healthy Mothers and Healthy Babies 
World Breastfeeding Week 1-7 August 
In its 1 orh year. the World Breastfeeding Week (WBW) is once again being celebrated in over 120 countries. It 
is an opportunity for breastfeeding advocates to voice out to and inform the public of the many issues involving 
breastfeeding. The World Alliance for Breastfeeding Action (WABA), through this year's theme. looks at 
a wider picture of the mother's and baby's health and well-being. 
The £!oals of WBW 2002 are: 
.... 
• To reinstate breastfeeding as an integral part of women ·s health and reproductive cycle 
• To create awareness of women's right to humane and non-invasive birthing practices 
• To promote the Global Initiative for Mother Support (GlMS) for Breastfeeding as one 
way to strengthen the support for mothers. 
Breastfeeding needs to be recognised as part and parcel of women ~s reproductive cycle of 
pregnancy, childbirth and breastfeeding. However. social and health care systems that do not provide 
the optimum support for pregnant and new mothers will pose obstacles to ~·omen ·s intention to breastfeed. 
Often. women's fundamental ability to give birth and feed her baby is poorly supported or even undermined. 
tv1any women lack factual information and skilled support for childbirth and early brea~tfeeding. They may not 
be encouraged to participate in decisions about their own care and passively accept practices that are ·routine' 
rather than evidence-based. 
Babies are born with the innate ability to find the breast. self-attach and feed. If left undisturbed. babies may 
remain in an active state up to two hours after birth. !\.1any procedures in health care systems during childbirth 
and the early post-partum period interfere with the establishn1ent of early breastfeeding. Procedures like the 
usage of drugs on mothers during childbirth. removing babies from mothers for measurements, and eye drops for 
newborns, ~·ill affect infants· ability to breastfeed effectively. 
Realising the importance of having a supportive environment to facilitate successful breastfeeding, advocates 
and international agencies have developed various policies and programmes to protect. promote and support 
breastfeeding. The Baby-Friendly Hospital Initiative (BFHI). Mother-Friendly Childbirth Initiative and WHO-
Euro Child Health and Development Unit's ten priorities for perinatal care are exan1ples of such initiatives to 
ensure optimum health care. minimal interventions. and support from mothers· family members. International 
legislations like the International Code of Marketing of Breastmilk Substitutes and International Labour Organi-
zation Convention 183 on Maternity Protection are also adopted by countries to protect breastfeeding mothers. 
To facilitate efforts of various groups and agencies, WABA's Global Initiative for Mother Support (GIMS) was 
launched recently to create more supportive environments for a mother to initiate and sustain breastfeeding at 
home. hospitals, workplaces. public places and in the community. 
Exclusive breastfeeding meets all the nutritional needs of a baby for the first six months. Breastfeeding 
continues to contribute significantly to the baby's nutritional and emotional health well into the second year and 
beyond. Breastfeeding can save the lives of over 1.5 million babies who die every year from diseases such as 
diarrhoea and pnuemonia. For the mother. breastfeeding can boost her own immune system, help her recover 
faster from childbirth. help delay a new pregnancy, and in the long term, help protect a mother from breast and 
ovarian cancers and brittle bones. 
This year's WBW recognises the importance of breastfeeding for healthy mothers and healthy babies, and thus 
the need to protect, promote and support it throughout the different phases of motherhood. 
The ~Vorld Alliance for Breastfeeding Action (WABA) is a global alliance of networks and organisations, such as 
International Bab\' Food Action Network OBFANJ, La Leche League International fLLLI J and International Lactition 
Consultant Assoctdtion OLCA), and individuals, to protect, promote and support bred .... iieeding. WABA acts on the 
Innocenti Declaration and works in close liaison with United Nations Children's Fund (UNICEF). 
WABA, PO Box 1200, 10850 Penang, Malaysia • Tel: 60-4-6584 816 • Fax: 60-4-6572 655 
Email: secr@waba.po.my • Website: www. waba.org.br • www. waba.org.my 
• 
• 
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'\WHOIIII Canada and the Breastfeedina Committee for 
Canada - A llatural Liaison! 
Y ou may not be surprised to leam that the current fo-cus of the Breastfeeding Committee for Canada (BCC) is the Baby-FriendlyTM Initiative (BFI). Many AWHONN 
nurses have been involved in breastfeeding activities over 
this past year and many more will be involved as the Baby-
FriendJyn.t Initiative is implemented in an increasing number 
of hospitals and communities across the country. Several 
institutions have taken steps towards the Baby-Friendlyn.t 
designation. 
One of the more exciting and recent accomplishments of 
the sec has been the development of a process and a sup-
porting document for BFI assessment in community health 
services. So now, not only hospitals can be designated as 
baby-friendly, but communities can be designated also. The 
implementation guide incorporates the "Seven-Point Plan for 
the Protection, Promotion and Support of Breastfeeding in 
Community Health Services". 
1. Have a written breastfeeding policy that is communicated 
to all staff and volunteers. 
2. Train all healthcare providers involved in the care of moth-
ers and babies in the skills necessary to implement the 
policy. 
Inform all pregnant women and their families about the 
benefits and management of breastfeeding. 
4. Support mothers to initiate and sustain exclusive breast-
feeding. 
5. Encourage sustained breastfeeding beyond 6 months with 
appropriate introduction of complementary foods. 
6. Provide a welcoming atmosphere for breastfeeding fami-
lies. 
7. Promote collaboration between healthcare providers, 
breastfeeding support groups and the local community. 
The Baby-Friendly™ Initiative in Community Health services, 
together with the Baby-Friendly™ Hospital Initiative, define 
best practice standards for the care of women, children and 
their families. A document "Frequently Asked Questions" re-
garding the BFI and education was completed by the BCC and 
is available on the BCC web site. The BCC has also revised its 
Breastfeeding Statement and continues to act as an advocate 
at every level. 
There is still much to be done to protect, promote and sup-
port breastfeeding in Canada. Anyone who subscribes to the 
vision, mission and objectives of the BCC is invited to become 
an Associate Member and join us as we move forward into a 
progressive era for breastfeeding in Canada (membership fee 
$10) . . 
Volume 202 - Spring 2002 
/ 
• 
~ Vision: Breastfeeding is the cultural norm for infant feed-
ing in Canada. 
~ Mission: To protect, promote and support breastfeeding , 
in Canada as the normal method of infant feeding. 
The Breastfeeding Committee for Canada was established in 1991 as 
a Heafth Canada initiative, following the World Summit for Children. 
The BCC has a broad membership, involving some 20 professional 
and consumer organizations. The BCC has been active in promot-
ing breastfeeding since its inception and specifically identified Baby-
Friendlyn.t Initiative as a priority in 1996. 
Vera Rosolowich 
AWHONN Canada Liaison to the Breastfeeding Committee 
for Canada (BCC) 
For questions or comments: Tel. (H) 204-453-0363 or (W) 
204-235-3620 or yera.rosolowich@cancercare.mb.ca 
BCC web-site www.geocjtjes.com/hotsprjngs/falls/1136 
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~RESEARCH 
Creating a. healthier working environment 
Photo by C'hri~ I Iammond 
Engineering grad student Angela Tate (R) demonstrates her research for the benefit of writer Tracey Mills. 
BY TRACEY MILLS 
Low back pain is the most common non-obstetrical problem that sends preg-
nant women to see their doctor, 
and about half of all women suffer 
from it. This problem can often 
become worse for women who are 
working while pregnant. Angela 
Tate. a graduate student in the Fac-
ulty of Engineering and Applied 
Science. was part of a research 
team at Queen's University work-
ing to get a better idea of what 
tasks are problematic tar pregnant 
women to perform. Using a bio-
mechanical model that can accom-
modate the very unique parameters 
of a p~onant woman's body, they 
are measuring the load on the low 
back while performing these tasks. 
This data will be used to detennine 
how loads at the low back are a 
factor in the development of low 
back pain in working pregnant 
women. 
Ms. Tate presented on her grad-
uate research and spoke about the 
implications of her work for creat-
ing better working environments 
for pregnant women · at the,.recent 
\aunch of the SafctyNet speaker's 
series. 
"When you look at the cost 
associated with pregnant women 
leaving work early and the cost of 
training someone else to replace 
them, it makes sense for employers 
to look at ways of keeping preg-
nant women in the workplace 
longer and safer," says Ms. Tate. 
Low back pain during preg-
nancy can occur at all stages and 
there are many physical and bio-
mechanical changes that can cause 
it to occur, as Ms. Tate pointed out. 
''For starters there is a significant 
internal weight gain, which has a 
direct effect on the abdominal mus-
cles, a major postural muscle. The 
·muscles of the abdominal rectus 
(those typical ly thought of as the 
six-pack) are lengthened by 115 
per cent during pregnancy.'' As 
well , ligament laxity, which 
enables the baby to fit through the 
pelvis. could cause instability of 
the joints and compensation by the 
muscles, may lead to f . The 
average pregnant woman also 
gai ns between e ight and 13 kilo-
grams and increases their alxiomi-
nal depth. on average. hy 0.3~ em 
per week. 
"The weight gain, combined 
with the unique change in posture, 
has a tre mendous effect on the 
loads on the low back during cer-
tain activities. It is interesting to see 
how women adapt to their ' new' 
shape and posture when perform-
ing routine activities such as get-
ting into a car or washing dishes. 
Acrivities that involve bending or 
twisting are especia ll y difficult 
since pregnant women no longer 
have that full range of motion in 
their torso," added Ms. Tate. 
As part of the research study, 
about 75 working pregnant women 
were surveyed on factors such as 
previous back pain hi s tory, 
lifestyle, how many chi ldren they 
had, and age. Each woman was 
also interviewed ahout her particu-
lar job and at-home demands and 
the tasks she finds difficult to per-
form. Using a biomechanical 
model created especia lly for the 
study, and a 3D tracking system 
that provided accurate information 
on the position and orientation of 
body segments. the motion of some 
pregnant women was studied. " In 
order to determine the forces on 
particular joints, you need to look 
at how a segment is moving. how 
much that segment weighs, and iL~ 
center of lllaS!'. location. And then 
you start to work backwards going 
from the wrist to the elbow to the 
shoulder, etc." said Ms. Tate. 
The women were asked to per-
form a lifting task while instru-
mented with the 3D tracking sys-
tem, so that the loads at the low 
hack could he estimated. The find-
ings from the survey indicated that 
there arc several tasks that women 
find hard to do at work including 
picking up objects from low loca-
tions, getting things out of tile cahi-
net'i with drdwers that arc too low 
or high. and sitting or standing for 
long periods of time. The biome-
chanical model will he used to fur-
ther study the relationship between 
low back loads and the difficulty 
a~sociated with these tasks. 
·n1e benefit" of a project such as 
this are many, said Ms. Tate. "We 
have a better understanding of the 
factors that increase the loads on 
the lower back and of what tasks 
are problematic for pregnant 
women to perform. This informa-
tion is available to employers and 
can be used to increase the amount 
of on-the-job accommodation 
avai lable to working pregnant 
women." She went on to say, 
"Applied health research is a grow-
ing area and one that will become 
increasingly important for both 
employees and employers, who 
want to foster a safer, healthier 
workplace." 
Ms. Tate is now working on her 
PhD research in the area of biome-
c hanical modeling of the upper 
body of s now c rab processing 
workers, under the supervision of 
Drs. John Molgaard and Ray 
Gosine in the faculty of Engineer-
ing and Appljed Science. Her work 
is part of a Safety Net project exam-
ining cumulative trauma disorders 
in snow crah processing workers. 
SaferyNet is a community research 
alliance on health and safety in 
marine and coa<;tal work. ~ 
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